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On November 20, 2015, in collaboration with the LA County Department of Mental Health and the 
Corporation for Supportive Housing, the Integrated Behavioral Health Project (IBHP) conducted two 
90-minute consumer feedback sessions with 15 formerly homeless individuals. The goal was to learn about 
their experiences accessing physical health, mental health, and substance use services so that the L.A. Care 
health plan can improve health services and care coordination for homeless and formerly homeless Medi-
Cal beneficiaries in Los Angeles County. This report summarizes the findings of the feedback sessions. 

“Don’t walk in front of me, I might not follow. Don’t walk behind me, 
I might not lead. Just walk beside me and be my friend.”

PARTICIPANT CHARACTERISTICS

Total Participants 15 (DMH = 9; CSH = 6)

Gender Women (9), Men (6)

Race African American (7)
Caucasian (7)
Latino (1)

Insurance 100% Medi-Cal (L.A. Care, HealthNet, Kaiser)

Housing Type / 
Location

SPA 1 Lancaster (1)
SPA 2 North Hollywood, Pacoima, SFV (3)
SPA 4 Downtown, E. Hollywood (8) (Housing Type -- Skid Row Housing Trust, 
Weingart, Downtown Women’s Center, and “scattered site apartments”1) 
SPA 6 South LA (Section 8, with friend) (3)

Primary Health Care 
Provider

JWCH (4)
Kaiser (1)
Queenscare (1)
Downtown Women’s Center (JWCH) (1)
Pacifica Clinic (1)
Central Family Health Center and Kedren MHC (DMH contractor) (1)
Claude Hudson (DHS) (1)
Hubert Humphrey (DHS) (1)
High Desert Regional Health System (1)
SFV Inc (DMH contractor - Mental Health Victory Wellness and Cornerstone) (1)
None (2)

1 Scattered site apartments’ use tenant-based vouchers within the Section 8 program and can be located in various locations 
throughout a jurisdiction.  These vouchers are used by voucher holders (eligible Section 8 participants) on the open rental market to 
obtain housing in buildings where owners accept the voucher. Thus, the subsidy lies with the ‘voucher’ and not with ‘the building’.  
Housing authorities typically oversee these vouchers and they often allocate a specific number to a homeless service agency (such as 
‘Shelter Plus Care - Tenant-based vouchers) for eligible participants to use.

CONSUMER FEEDBACK SUMMARY
Improving Healthcare Services for Medi-Cal Beneficiaries 

Experiencing Homelessness
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1. When people who are homeless need services, where do they typically go for care?

Health Care Services:

Emergency Departments and, less frequently, Urgent Care

 � “Homeless people don’t get health care services unless they’re desperate – then they go to ER. 
Sometimes you don’t get health care because it’s just not hurting bad enough.”

 � “Use EMS (emergency services for everything, even medication).”

 � “I used the Kaiser ER until I got educated about how to get follow up on care.  Before I was educated, 
I never made regular doctor’s appointment I just went to the ER.”

 � “Hubert Humphrey clinic has a shortage of staff, wait times are really long.”

 � “The Carl Hudson clinic –next appointment was 4 months out so I go to urgent care so that I don’t run 
out of medication.”

 � “I’m very lucky to have access to Kaiser – there’s never been any lapse in coverage.  I was born 
at Kaiser, I’ve always gotten my care at Kaiser, I delivered my son at Kaiser and now I’m a health 
navigator for Kaiser.”

Shelters with Medical/Dental Providers 

 � “Some shelters have medical providers” (Union Shelter, Venice Family Clinic at Shelter) 

 � “LA Family Housing in San Fernando Valley – assist with making connections to MH and health care 
services, they make referrals to other resources.”

 � Union Rescue Mission – made dentures

Mobile Medical and Dental Services

 � Mobile services (mobile dental services outside the Mission).

 � Dental work done at JWCH; they offer mobile services for extractions.

 � USC Dental students have a mobile unit that fills cavities.

Other

 � Medical services as part of psychiatric hospitalization  “When my mental health was really bad I was 
institutionalized. I finally received medical care once I was in the institution.”

 � “People need a free, pre-paid cell phone and the 24-hour nurse line (LifeLine) can be helpful. But if 
you’re not in a place where you have any privacy, it doesn’t work.”  

Mental Health and Substance Use Services:

 � County DMH for mental health services (psychiatry and therapy)

 � Coordinated Entry System (CES) – “They do outreach and help connect you to outpatient AOD 
program.”

 � “Case managers and therapist can help make connection.”
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2. What are the challenges or barriers that people who are homeless face when trying to 
    use health or mental health care services?  

Wait Times

 � “Takes a month or longer to get into a doctor’s office – end up going to ER because access is better, 
especially for problems that need immediate attention like migraines, anxiety/panic attacks and 
need for prescription refills.”

 � “JWCH wait times on Skid Row can be half a day.”

 � “I get frustrated – if the wait is more than two hours, I’ll leave.”

Physical Location, Administrative Burden, Lack of Community Presence/Outreach

 � “Your shopping cart has all of your stuff (food, razor, clothes, blankets, all of your belongings are in 
that cart.) You can’t take that on the city bus. You aren’t going to go to your appointments and risk 
leaving your stuff for someone else to steal it. There is a huge weight on your shoulders about your 
possessions.” 

 � “We need more storage units (with 24 hour access) in Skid Row for people to safely store their 
belongings.”

 � “It’s hard to maintain service connection if 
waiting for housing in another location.”

 � “ACA wants you to have one PCP/clinic, 
but now there is a lack of freedom of where 
to go when you need care.”

 � “I have HealthNet and was told if I don’t 
go to a specific doctor, I’m going to be 
responsible for paying for my visit.” 

 � “Many homeless are coming from another 
state and there are different restrictions 
coming from another state. It takes time to 
get information transferred from your old state.”

 � “Accessing mobile services can be a challenge if the individual is ‘assigned’ a provider at another 
location.”

 � “Not enough outreach from health plans or providers for us to even know who you’re supposed to 
see or where you’re supposed to go. When people are in crisis, they can’t figure out how to access 
services, they need someone to reach out to you and be kind. Health plans and providers need to 
meet the population where they’re at. Mobile vans are a great way to build trust – if people on the 
streets see a consistent presence over time, or they hear word of mouth that people have gotten 
help, they are more likely to give it a try.”

Stigma, Language Barriers, Provider Attitudes, Lack of Compassion and Sensitivity

 � “Human communication, cultural competency is a huge barrier. I feel like they make you wait or give 
other people priority.  The attitudes of the workers, if you’re homeless you get discriminated against 
because you smell funky and your clothes are bad.” 

 � “Information is often not translated into Spanish.”

 � “The providers need to look at us as human beings – they need more compassion, courtesy.”

“Your shopping cart has all of your stuff 
(food, razor, clothes, blankets, all of your 
belongings are in that cart.) You can’t take 
that on the city bus. You aren’t going to go 
to your appointments and risk leaving your 
stuff for someone else to steal it. There is a 
huge weight on your shoulders about your 
possessions.”
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 � “Attitudes in clinics can be bad – they have the power to give you services or not.” 

 � “Train and educate the people working in these positions.”

 � “Poor attitudes of health care providers who look down at homeless people – we already feel bad 
enough about ourselves, we don’t need your attitude, we’re here for help.”  

 � “Doctors won’t listen to me because of my history of drug use and MH issues – even being clean 3 
years they still don’t listen to me.” 

 � Doctors have a paternalistic attitude to drug use and it leads to stigma against drug users.  They treat 
it as a moral issue not a medical issue.”  

 � “Doctors don’t trust that we are our best advocate when things are wrong – they don’t listen.”

 � “The doctors at the ER only see my mental health diagnosis, they ignore the physical problems. They 
talk down to you once they figure out you have mental health issues.”

 � “I don’t want to go into an office and get examined by a doctor when I haven’t showered.”

 � “Who wants to get examined when they don’t feel clean…especially for women?”

 � “We need more public showers downtown – you can’t have 40,000 people living on the streets with 
no place to shower, and then make them feel bad about themselves when they smell bad.” 

Lack of Trust 

 � “As an African American man, we don’t’ like to go to the doctor – and when we do, it needs to be 
a comfortable situation.  If we do get frustrated, we leave to deal with whatever we’ve got. Or if you 
start to get frustrated, you can see people starting to shrink back.”

 � “We don’t have the trust of the system – we’ve been getting the bad end of the stick for a long time.  
Doctors, mental health workers have treated us bad for a long time – they pass pills to us and we 
don’t know nothing about them. To accept what they give us is kinda hard knowing they’ve treated 
us bad in the past. A doctor pulled the wrong tooth and I’m still in pain.  But I’m supposed to “trust”.  I 
had to go educate myself online to understand what the medications are.” 

 � “Sometimes there’s a fear of follow up (treatment) because the doctor shared the ‘worst case 
scenario’ and it was scary.” 

 � “I believe the doctor should have a personal relationship with their patient and care about me and 
listen.  We don’t have this with our medical providers at all.”

 � “System leaders need to be more action oriented rather than process oriented. We are tired of 
hearing ‘it’s a process, we’re thinking about a solution’.” 

Lack of Cross-System Communication and Care Coordination Results in Patients having to Share Basic 
Information and History Over and Over

 � “Going from state to state, doctor to doctor, psychiatrist to psychiatrist – answering the same 
questions all over again breaks me down.”  

 � “It’s hard to retain the history of your medical conditions over time and people on the streets don’t 
have any of that information.”  

Dental Care

 � “They need to redefine what dental procedures are ‘cosmetic’ because it creates problems with 
appearance. We have so many extractions, now you have a bunch of teeth missing – I just want to 
get my smile back.”

 � “When you are able to smile again, it builds your self esteem so much.”

 � “They call it ‘cosmetic’…you can’t eat without pain, but they call it ‘cosmetic’.”
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3. What are some of the challenges in accessing help for a substance use problem?

Treatment period is not long enough  

 � Continuity of care, longer-term intervention is really needed.  Some agencies (Cornerstone Mental 
Health) provide transitional therapy and primary care services but once an individual gets placed in 
housing they transfer them out, with very little notice that treatment is ending.

 � “When you’ve been living with addiction for 20 years, and you finally get into therapy, after 6 months 
you’ve just started to scratch the surface. At this point, maybe I’m finally ready to cry in front of you, 
and then the services end or you get a new therapist.”

Excessive wait times for referrals, limited appointment 
times

 � “There needs to be quicker access, need to be 
able to get in when you’re thinking it’s a good thing 
to do. Also need quicker access to mental health 
meds – no wait times.” 

Provider Stigma 

 � Perceived lack of respect by providers: “When you 
show up on time and then you don’t get seen, it sends a message that ‘My time matters and you’re 
irrelevant.’ It feels like there’s no respect that I’m trying to rebuild my life.”

 � “There’s a lot of trauma that happens out on the street…”

4. From your perspective, where do you think people who are homeless would want to 
    get their health and mental health care needs met if there were no barriers?

Convenient, Accessible Service Locations

 � Co-located services within homeless shelters/permanent housing units

 � One-stop location with co-located medical, mental health and social services (clinic next to Pacific 
hospital)

 � Mobile vans/units – with psychiatry

 � Drop-in Centers

 � Pop-up clinics where homeless people congregate (library, General Relief offices, Social Security 
offices, parks)

 � Taking services to where people are – especially when they are vulnerable and not connected/
engaged in health home.  No quick solution – need engagement, trust building and follow through.

Trained and Knowledgeable Providers

 � Skid Row Housing Trust:  “Housing unit has therapists deployed by JWCH (psychiatrist/psychologist) on 
site. If a provider takes the time to build trust, then you can start to believe you can actually build a 
better life.”

 � Downtown Women’s Center:  “Appointments are right on time and patients feel respected.”

 � “Patients, especially homeless patients need to have good communication with their providers and a 
real connection needs to exist to promote trust.”

“When you show up on time and 
then you don’t get seen, it sends a 
message that ‘My time matters and 
you’re irrelevant.’ It feels like there’s 
no respect that I’m trying to rebuild 
my life.”
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 � “Victory Wellness Center”  “They have workshops, art rooms, and access to therapists.”

 � “From providers that are compassionate, non-judgmental, and communicate clearly” 

5. What are the kinds of health and mental health care and substance use services that 
    are most needed by people who are homeless?   

Programs that Understand and Address Root Causes of Homelessness

 � “Providers need to know why people became homeless in the first place. In many cases, it’s early 
trauma, MH or SUD that lead to the homelessness.”

 � “The mental health or substance use problem needs to be under control so the person can be 
successful in housing.”

 � “Transitional housing is important while a person is in treatment. They need to build the skills necessary 
to maintain permanent housing, otherwise its’ a cyclical problem and a revolving door.”  

 � “Need to address root cause of homelessness to have long-term success.”  

SUD Residential Treatment

 � “Residential SUD treatment is needed for most of the Skid Row population. There is no one size fits all 
solution to drug treatment.  12 Step programs work for some but harm reduction models are critical 
for many to begin the road to recovery.”

Dual Diagnosis Treatment

 � “You need to work on recovery as a whole – from SUD and/or MH issues and figure out what’s the 
most important issue to the life of the person. Anger, alcohol, drugs, depression, we all need to 
recover from whatever is impacting our life the most.”

 � “If a person is dealing with both a mental health and a drug problem, why are we are forced to pick 
which problem we work on first?”

Expanded Treatment and Housing Options and Supports Beyond Skid Row

 � “Getting stuck downtown is a big fear. When you live on Skid Row, you wake up to misery every day.  
You wake up to depression and go to bed to depression. It’s hard to live that that.” 

 � “People need to develop skills to maintain long term success in permanent housing, but they also 
need to be accountable once they are in housing. There needs to be work toward housing retention 
– educate newly housed consumers and property managers.”

 � “Mobile units with mini-exam rooms, and medical professionals who are comfortable reaching out to 
homeless people who are disenfranchised from the system.”   

 � Housing Works Care Worker – MIST (Mobile Integrated Support Team) drives around hotspot areas 
to conduct community outreach and engagement. Their motto is “Whatever it takes, for as long as 
it takes.” Wellness checks (conducted by social workers or peer advocates) are an important part 
of ongoing communication with consumers. “Just because I have housing doesn’t mean I still don’t 
need help. Wellness checks prove that you care about me.” 

Peer Providers/Advocates and Health Navigators

 � “People need to acknowledge there’s a problem and get some adherence to a treatment plan – 
the best way to do that is through peer outreach, support and navigation. It’s not enough to just get 
housing or enter treatment. You need to acknowledge the problem and you can do that if a peer is 
holding your hand. It’s a process and it takes time to trust.”
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 � “Health Navigators are placed in MHSA funded housing units and assist with relapse prevention on all 
substance abuse, mental health and health conditions.”

 � Homeless Health Care LA operates a Dual Diagnosis program (physician, psychiatrist and therapist, 
AmeriCorps volunteers all in 1 building). “My case worker is someone with lived experience with SUD 
and homelessness. Staff in this program are allowed to disclose their own history if it is beneficial.”  

 � “Need better communication by providers – peers need to teach providers how to talk and deal with 
homeless patients.” 

Earlier Intervention at Critical Points to Prevent Downward Spiral to Homelessness

 � “I was angry, experienced problems at work due to depression, and increased absenteeism lead to 
job loss. I had poor coping skills, I tried to get help but because I didn’t have any kids there were very 
few services available for me. After losing my job, I lost my health insurance, my mental health got 
worse and I ended up homeless. My DMH case manager was in a position to track changes in my life 
situation but it was missed. I was in mental health treatment and my case manager didn’t even know 
I became homeless. My case worker didn’t dig deep enough and I was too embarrassed to share.”

6. What do you think is the best way for a health plan to communicate with members   
    who are homeless about important information (such as benefits, provider assignment, 
    preventative care reminders)? 

 � Health plans should contract with health navigators (peer advocates) that will do outreach in 
homeless areas to educate the population on benefits, communication channels, and how to access 
services.

 � Use human outreach – not automatic robo-calls. “If 
you’re paranoid and you don’t trust people, you 
don’t want to get called by a machine.” People 
without phones need mobile outreach by health 
navigators with street knowledge.  

 � Leverage health care case managers that 
work in AOD treatment programs to assist 
with communication of benefits for members, 
particularly during transitions back to the 
community following residential treatment.  

 � Improve training of medical staff that work within homeless service agencies on how patients can 
connect to their health plan for additional resources.

 � Partner with county agencies and community-based providers that have more frequent, consistent 
contact with homeless individuals (e.g., drop in centers, health clinics inside homeless shelters, 
General Relief offices).  

 � Use certified Postal Carrier services available in LA Mission and other shelters in Skid Row

7. What is the best way for consumers to communicate with their health plan?

 � None of the participants have tried to contact the Health Plan.  Annual Renewals (Medi-Cal) happen 
by mail.  Homeless members want more than a form letter; they want providers to access their history 
through the EMR. They don’t want to repeat their stories across providers.  

“If you’re paranoid and you don’t 
trust people, you don’t want to 
get called by a machine.” People 
without phones need mobile 
outreach by health navigators with 
street knowledge.



Prepared by the Integrated Behavioral Health Project     November 2015  •  9

 � If consumers/patients are going to be “assigned” to a provider, their preference is to be connected 
to a large provider system located close to where they live, rather than one specific PCP that they 
have no relationship with.  They would still like a choice of medical providers within a clinic.

 � Education with homeless, Medi-Cal members is needed for them to understand the need for and 
benefit of routine, preventative medical care.   “I’m healthy, I don’t need to be connected to a 
doctor until something goes wrong.”

8. What do you think would be the best types of agencies or individuals for L.A. Care to 
    coordinate with to support the needs of homeless individuals?  

People with lived experience (e.g., Peers, Health Navigators, Advocates) are considered a trusted source 
and perceived as less judgmental, more knowledgeable of street life and more accepting.  

 � Participants strongly supported CA certification and health plan employment of Peer Support 
Specialists/Health Navigators in the following locations: FQHCs/health clinics, DMH clinics (directly 
operated or contracted); school-based health centers/campuses, hospitals and all ERs.  To reach the 
homeless population outreach activities need to be community focused, drawing on the knowledge 
of individuals with lived experience.

 � “Professionals may have book smarts, but I got a degree on the streets.  Now when I’m helping others, 
I can say, I slept on the streets too, I’ve been in this shelter too, and I know how to help you get out.”

 � “Some homeless people are seriously lost – they don’t know how to speak up for themselves and 
communicate their needs.  A peer can help you find your voice and create a bridge between street 
life and getting the help you need.”

 � “Medical providers are extremely overworked, the volume of patients is overwhelming, and they are 
understaffed. They would have more patience and compassion if they weren’t so overwhelmed. 
Peers and health navigators can help take some of this stress away in a system, but we want to be 
seen as equals.”

 � “African-American males do not use the health clinics. We have trust issues, but we go to the barber 
shop weekly.  Health Navigators can go into settings like barber shops and churches to help educate 
the community about checking blood pressure and getting tested or screened for other things.” 

 � “If the health plan isn’t willing to hire people with lived experience, then there needs to be mandatory 
empathy and communication training of providers (e.g., Peer Counseling classes, visit Skid Row 
encampments) to increase their level of cultural competence and capacity to work with the 
homeless population.” 

 � “For you to understand me, you must ‘stand under’ my experiences to really see what I’ve been 
through.”  

Trusted agency partners in the community include non-profit, homeless services agencies, AOD treatment 
programs and DMH

 � “Build strong partnerships with non-profit agencies that are helping homeless people in the 
community, especially the Skid Row agencies.”

 � “AOD treatment programs have helped people get into the system of care through referrals to 
mental health and medical services.”

 � “DMH really knows how to treat homeless individuals without stigma – I wish they had health care 
services and everything else under DMH.”
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9. What kinds of services or supports have helped you the most in improving your health 
    and well-being? 

It is important to note that the comments by participants reflect the fact that the homeless population does 
not identify with their PCP or “health home.” Rather, other social determinants and providers come first, i.e., 
MH, AOD, trauma, housing, needing social or spiritual connections, working in the community with other peer 
navigators, etc. Individuals access health care when issues become acute and when they “can’t stand 
the pain anymore.”  Non-medical supports were critical to overall stability, which enabled them to address 
longstanding medical issues. 

Key services mentioned by participants included:

 � Housing

 � Consistent access to mental health medication

 � Individual therapy

 � Weekly Groups (e.g., Women’s Groups) – having a chance to talk and listen.  “Every time I went, I felt 
a little bit better.”

“Psychiatry support and medication for psychosis; social model/life coaching for my SUD; dual diagnosis 
treatment, harm reduction outpatient treatment program.  CBT groups and physical health care for my high 
blood pressure are co-located. Union Rescue Mission for dental work – helped me get my smile back.  There 
are a lot of choices for homeless people – being homeless is a choice because the help is there, but people 
need to make the decision to seek help.”

“My spiritual beliefs – I’ve used the experiences I’ve had to help others.  How do you maintain hope when 
you seek help and you’re turned away or you have a bad experience? People need an advocate.  
Diabetes support group was where I got support.  I got connected to DMH services through an advocate 
who contacted the Wellness Center.  All it takes is one compassionate person to help you connect.  There 
was a lot of pressure to find housing within 30 days – hard to navigate the areas around LA County and the 
landlords when it’s all new.  Case managers won’t tell you this vital information, you need a peer with street 
knowledge to tell you how to navigate the barriers and make it through the system.  Also, I found my voice 
and felt empowered when I joined my local NAMI (National Alliance on Mental Illness) affiliate.”

“What do you do when everything you knew is just gone? A peer knows what to do.  When you are that 
overwhelmed you don’t even think about your health.  Your ashamed of where you are, you’re constantly 
battling in a mental tug of war.  What is the most helpful is peer assistance with navigation of the various 
systems.”

“I needed financial literacy to help learn how to create a budget and pay the bills.  I didn’t even know 
how to use a debit card-- this needs to be part of the treatment plan.  I didn’t understand the connection 
between my physical health and my mental health until I went through the DMH classes (health navigator).  
Now I know that my migraines and my anxiety are all connected and I’ve learned how to take care of 
myself.”

“My drug treatment program was the most helpful for getting my life on track.  After that, I was in a position 
to help others.  The DMH trainings --working with other people and getting educated was a big deal.  (DMH 
classes: Client leadership, Hope & Recovery)  I didn’t realize I suffer from PTSD from living in the war on the 
streets.  The sound of bullets was the same, they haunted me on a daily basis, so I needed to become aware 
of this to start to heal and grow.”

“Empower each other to become leaders in your community – DMH was where I started, taking classes 
to learn about myself (all the free classes through NAMI, Pacific Clinics).  We are the hero in out own story.  
Empowerment is the key through education.” 
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10. Is there anything else we should tell the health plan that would help them support 
      people who are homeless in accessing services to stay healthy? 

 � “Outreach and communication – if they can’t get to you, go to them.  Approach them without 
intimidation, assess what they need and make a connection.  Provide answers and solutions – not 
questions and waiting.”

 � “Remember that many homeless people don’t even know they’re physically and mentally ill, which is 
why they aren’t seeking treatment.” 

 � “Be non-judgmental – not everybody who is homeless is on drugs.  One day I walked into a 
psychiatrist office with my friend and I just never stopped crying. I was tired of sleeping on the streets, 
tired of not having food, tired of people looking at me like I was a piece of dirt on their shoes.  We are 
going through a rough time and we need help.  We can’t always come to you on your schedule.”

 � “Train health care providers how to have better communication with homeless people.”

 � “Develop 1 main information form that is accessible across providers to eliminate duplication.”

“We need health navigators with lived experience (DMH paid for us to go through the $2,500 training to be 
health navigators; we can do a caseload of 30 people and we can help relieve the pressure on the health 
care system.  We need to bring health care services to the schools as a central campus. Setting up drop in 
centers inside schools so health navigators can direct people to other community clinics and resources.” 

“Improve communication across providers, increase availability of dual-diagnosis treatment programs, have 
health navigators with lived experience at ERs, to educate the staff and empower the homeless patient on 
how to best use the systems.  Teach professional providers about compassion. Clinic staff ask about Medi-Cal 
because it’s financial, but they need to remember to be compassionate. There is already a hopelessness 
state of mind and we need hope.  Treat them with love, respect and compassion.”

“There are a lot of non-profit resources out there – really forge relationships and partnerships with the 
organizations that are doing great work at the local level with this population.  Non-profit sector is doing a lot 
of great work and giving a lot of help – LA Care needs to partner with them because they have the trust, they 
have the reach and this will increase access to needed services.”

“More communication and outreach, ‘each one teach one’ mentality for health navigators.”

“Community Centers were a lifeline for me when I first came to LA – set up health fairs and educational 
sessions, bring services to the community through mobile outreach. Develop one stop shop with social 
workers and medical providers all under one roof. Offer member incentives for participation – they don’t 
have to be very large, but it helps.”

“Increase accountability for people – so many agencies down there (Skid Row) offering services, but people 
need to be accountable for the services they are getting.  Follow up goes both ways. They take the ‘before 
picture’ (in the alley) then the ‘after’ picture to say: “we got these people into housing.”  But what about the 
long term?” 

“Homeless people feel friendless – they leave history behind and they don’t know how to establish a history. 
They need a health navigator to help with whatever is the #1 thing you want to work on.”

“People still fall in the cracks trying to get to services – we need a “systems” navigator. Believe in advocacy.”
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